Patient’s Name (Last)

S B3 Telephone: 701.328.6272
R Fax: 701328.6145

LABORATORY PERTUSSIS TEST REQUEST FORM
NORTH DAKOTA DEPARTMENT OF HEALTH

DIVISION OF MICROBIOLOGY
SFN 54154 (Rev. 08-2004)

* FOR LABORATORY USE *

(MID)

Patient’s Address Date of Birth Sex Race / Ethnicity
Q Male QO Female

City State Zip Code Medicaid / Medicare Number

FACILITY Customer Code

Address State Zip Code Telephone Number

Physician’s Name (Last, First)

UPIN Number

SPECIMEN DATA

Type / Source

O Ist Specimen

QO 2nd Specimen

Date of Collection

Criteria for Priority Pertussis Testing by the North Dakota Department of Heath

Please check appropriate box(es) for both the Priority Group and Symptomatology. Patient must meet criteria
from both High Risk and Symptomatology for prioritized testing.

Priority Criteria

Symptomatology

No known contact to a Known contact to a Pertussis
Pertussis Case Case

Health-care worker []| Cough of >7 days [ ]| Cough of any duration []
Child/staff in day care facility” []| Cough with paroxysms []| Duration of Cough

Whoop []
>kDay care criteria also may be applied to situations | Post-tussive gagging/ I:'
where young children are assembled such as a Vomiting
church nursery

Apnea |:|

Priority Criteria Symptomatology

Suspected Pertussis Case

Cough of >7 days

Cough with paroxysms

Whoop

Post-tussive gagging/vomiting

Apnea

OO 0O oo







